The purpose of the study was to explore and describe the range of barriers and motivational factors for gender inclusiveness within the (Prevention of mother to child transmission) PMTCT programme in public hospitals in KwaZulu Natal as perceived by males.
Introduction
The Republic of South Africa (RSA) like all other developing countries is affected by the HIV/AIDS epidemic, with about 3, 5 million people known to be living with the virus or disease (World Health Organisation, 2010) . HIV/AIDS is the leading cause of death in RSA (World Health Organisation and International Monetary Fund, 2013) .
Approximately one million children will have lost their parents to the disease by 2015. (World Health Organisation, 2010a) The epidemic disproportionately affects the young black and economically poor populations in RSA . Within South Africa, mother to child transmission represents a significant area of concern for two specific reasons. Firstly, the national rate of 2.8% of mother to baby transmission is appreciably above the target rate of zero percent transmission by 2015 set by the World Health Organisation. The uptake and continued adherence with Prevention of Mother To Child Transmission (PMTCT) health services is lower than expected and most notably, KwaZulu Natal province reports the highest provincial rate of mother to baby transmission of 3.7% in the country. (KZN Health, 2012 ; UNFPA, 2011).
As of 2011, the Centre for Disease Control (CDC, 2011) confirmed that over 34 million people globally were living with HIV/AIDS. 22.9 million (nearly 68%) of this represents infections within sub-Saharan Africa (CDC, 2011) . In real terms, this translates to the fact that 3 out of every 4 people infected with HIV /AIDS live in subSaharan Africa. Affected by the HIV/AIDS epidemic, the Republic of South Africa (RSA), much like other developing countries has about 3, 5 million people known to be living with the virus or disease (WHO, 2012) . HIV/AIDS has had a noteworthy negative effect on life expectancy within Africa and most specifically within RSA. On the continent of Africa the average life expectancy has reduced from 59.4 years to 51.2 years, primarily because of the impact of HIV and AIDS. (WHO, 2012) . HIV /AIDS has proved particularly problematic because of a number of widely published unique characteristics including the fact that (i) significant behavioural changes in the sexual practices of populations is required in order to manage of the spread of HIV/AIDS, (ii) the identity of a cure to the virus remains elusive, (iii) HIV/AIDS has a wide symptom spectrum that is difficult to effectively manage and finally, (iv) the prognosis of affected individuals is correlated with socioeconomic status i.e. individuals from poorer backgrounds have much less favourable survival outcomes compared to their materially advantaged counterparts (WHO, 2012) . This combination of factors places Africa at an increased risk of higher-than-average mortality rates when compared to other global continents. This trajectory is borne out by statistics from the World Health Organisation (WHO) which confirms the pandemic prevalence of HIV/AIDS.
With such a high rate of incidence, it is clear that HIV/AIDS represents the most significant clinical challenge facing health providers, clinicians and the world's population. The high incidence of HIV/AIDS is reported in 33 countries globally and The Sub-Saharan region is not the only the focal nexus of the HIV/AIDS burden, it is the region where populations have the highest risk of continued infection . Of the 2.7 million newly infected adults and babies reported in 2010, 1.9 million (over 70%) were in Sub-Saharan Africa . This is at least 8 times the rate of infection reported in South and South-East Asia, the region with the second highest rates of new cases at 270 000. . Given the continued excessively high rates of infection, interventions to prevent transmission of HIV/AIDS have retained centre stage importance as the most promising means by which the impact of HIV/AIDS will be reduced with time.
The global HIV/AIDS reduction programme has identified six specific interventions requiring prioritisation and these include: Males have a special role in PMTCT and must be encouraged to partake significant roles in PMTCT. When a woman discloses her HIV status to a partner they often experience gender based violence and are often blamed for spreading HIV while males actively involved in PMTCT right from the onset of pregnancy have a much better understanding of immunological dynamics and strive to protect the baby and the mother from re-infections. According to Elizabeth Glaser AIDS Foundation (2010), males are pre-judged as having negative attitudes and understating the importance of PMTCT and so make little effort to engage men. Kenya has increased partner involvement in PMTCT, the proportion of male partners who used VCT services as a result of being involved in the programme doubled in one site and increased by 50% (Elizabeth Glaser AIDS Foundation, 2010).
Male have an important role to play in pregnancy, and PMTCT programme in RSA allows males to be tested with their pregnant partners, be given health education to kerb the spread of HIV/AIDS (DOH, 2010). The researcher while working in ANC for three years did not witness any males accompanying pregnant women, yet the role of the male is always emphasised in ANC health education. Males may also benefit from PMTCT programme through free testing and counselling, and be given a better understanding of re-infection and dangers of unprotected sex with a partner on HAART.
PMTCT at ANC level encourages all pregnant women to book antenatal care, as soon as they believe they are or are confirmed to be pregnant, receive/offered routine ANC including micronutrient supplementation (iron and folate); be offered information on the availability of PMTCT interventions during all health care consultations, be routinely offered HIV counselling and testing and encourage partner or spouse testing, be encouraged to involve partners or spouses in caring for the pregnancy, be counselled on safe sex and provided with condoms, be counselled on safe infant feeding options and assisted in making an appropriate feeding choice, be supported on the choice of infant feeding at all times, be clinically staged and have their CD4 cell count taken, and preferably at the first ANC visit (or at the earliest opportunity), be screened for TB, in line with the BANC (Basic 
Problem statement
Despite several studies conducted on PMTCT and gender-inclusiveness, women continue to suffer stereotype comments from their male partners and continue to refuse to do HIV testing, always depend on the pregnant partner HIV status result.
There are so underlying factors that hinder males from attending ANC and getting tested for HIV, women need support when pregnant and more care is needed when one is diagnosed as HIV positive in pregnancy, hence like was known about Zulu men until the current study was conducted to explore and describe genderinclusiveness in KwaZulu Natal.
Research purpose
The purpose of the study is to explore and describe the range of barriers and motivational factors for gender inclusiveness within the PMTCT programmes in public hospitals in KwaZulu-Natal as perceived by males.
Research Objectives.
Objectives of the study were to:
• Explore the range of barriers and motivation factors for gender inclusiveness within the PMTCT programme as perceived by males.
• Describe the range of barriers and motivation factors for gender inclusiveness within the PMTCT programme as perceived by males.
Research method and design.
An explorative, descriptive, qualitative design was used. According to Creswell 
Population and target population
The population of the study consisted of males whose partners were patients on PMTCT programmes in three selected public hospitals in KwaZulu-Natal. Males whose partners were pregnant and HIV positive patients were the primary target population for the study as the intended service-users of PMTCT programmes.
Sample
The sample size was determined by the data saturation that was reached after interviewing13 participants, however the researcher continued with one on one interview to confirm saturation on the 15 th participant.
The researcher purposively sampled males whose partners were on PMTCT programme in order to obtain rich data regarding gender inclusiveness in the PMTCT programme.
Data analysis
Data was analyzed using the content analysis process outlined by Elo and Kyngas (2008) . An inductive development of categories was applied. The main aim was to build a descriptive analysis of the range of barriers and motivation factors for gender inclusiveness within the PMTCT programme and process standards and to build a replicable and valid method for making specific inferences from the text (data collected) to other statements (data interpreted) or properties of its source (Mayring, 2010) .
Ethical considerations
In ensuring full ethical adherence, the researcher approached the Department of Health in KwaZulu Natal for initial discussion of the research project and to request permission to submit an application to utilize the chosen study sites ahead of obtaining academic ethical clearance from the higher Degrees committee in the Department of Health studies at UNISA. In accordance with this articulated plan, a full proposal of the study was submitted and approved by the Departments Higher Degrees Committee. A formal letter was submitted to the Department of Health requesting site permission for each of the study sites. The letter stated the purpose of the study and the contribution that the study was expected to make towards improving gender inclusiveness in PMTCT programme. Formal permission to access sites was therefore granted. The data collected was coded to ensure that there was no link to participants and only the researcher had access to the raw data and reassurances of commitment to confidentiality was made.
Trustworthiness
Measures to ensure trustworthiness are described according to Lincoln & Guba's model (1995) . Trustworthiness is a method of establishing or ensuring rigour in qualitative research without sacrificing relevance. Method of trustworthiness involves four criteria namely credibility, transferability, dependability and conformability.
Credibility (internal validity): the researcher ensured truthfulness when reporting on male perspectives of gender inclusiveness in PMTCT and motivating factors by spending a long time with the participants; each interview lasted up to 60 minutes.
Interviews were conducted in comfortable hospital duty room to ensure comfort and relaxation.
Dependability (reliability): is concerned with results consistency and reproducibility.
Researchers gave an explicit description of how research results shall be obtained.
The description provided information as to how reproducible the study might be or how unique the situation is.
Confirmability (Objectivity):
refers to how neutral the findings are in terms of whether they are reflective of the informants and the enquiry and not a product of the researcher's bias and prejudice. To adhere to the criterion of objectivity, the researcher gave a complete study report to two participants to read through and confirm the truthfulness of the study.
Transferability: refers to showing that the findings have applicability in other contexts.
It is attained through purposive non-probability sampling, saturation of data and thick description of the research strategy and method of the study which researchers intend. The findings of the study cannot be applied in other provinces due to cultural diversity in South Africa.
Results and discussion.
Thematic analysis and content analysis were used to analyse the data and explore and the range of barriers and motivational factors for gender inclusiveness within the (Prevention of mother to child transmission) PMTCT programme in public hospitals in KwaZulu Natal as perceived by males whose partners were patients on the same programme (Creswell, 2009; Elo & Kyngas, 2008) . Views expressed by participants were collated in general thematic groupings to generate "master-theme groupings"
and within each of these, more specific sub-themes were identified. Finally, as a way of clarifying how commonly expressed themes were, the appearance of "descriptive terms" was counted and expressed through content analysis. Content analysis has been widely used in nursing studies as a systematic and objective method in quantifying phenomena (Creswell, 2009) . The researcher maintained accuracy in data analysis and interpretation by following all the steps of content analysis and categorising emerging findings.
Preparation phase
First, three copies were made of the hand written transcripts to facilitate notations within the transcription and the entire text was read. The research data was reviewed 13 on several occasions trying to understand the text; the first reading was just a general overview of the text while the second review focussed on identifying thematic words. Different colour pens were utilised to highlight the main themes and categories. These were then transcribed to a coding sheet. Content analysis facilitated exploring and describing the range of barriers and motivational factors for gender inclusiveness within the PMTCT programme in public hospitals in KwaZulu.
Open coding and establishment of categories.
The second review focussed on underling the thematic words, used to categorise the content into themes and subthemes. Within the text, areas such as perception of roles, motivating barriers in PMTCT programme as perceived by males. Different colour pens were utilised to highlight themes and subthemes which were then transcribed to a coding sheet. Content analysis made it much easier to explore and describe the implementation processes used in the PMTCT programme.
Participants' perceptions of PMTCT gender inclusiveness and the manner in which the programme was implemented.
Biographical information. Biographical information. Biographical information. Biographical information. As noted above, seven major thematic areas were identified as noteworthy influences that acted as barriers for male partners. It is notable that the question relating to the range of possible interventions that could be introduced was asked, the respondents offered very limited responses and often argued that some of the barriers were outside of their powers and that of the service to control. For example, one of the participants indicated that the restrictions associated with his cultural beliefs were between him and his ancestors and that nothing could be done by the clinic to alter this and in fact, there should be an acceptance that for some men, there would be no acceptable basis for their attendance. This was the only categorical rejection from participants. Feedback from other participants identified one noteworthy potential intervention. The participants indicated that they felt that all partners, (regardless of the HIV status of their partner mothers-to-be) should have been required to attend brief PMTCT services.
Limitation of the study
The study was done in three selected hospitals thus it is unlikely that the sample represents the whole province of KZN and findings cannot be generalised to other areas in KwaZulu-Natal or South Africa. Secondly, although reassurances of confidentiality and anonymity were addressed in the information and consent sheet it is possible that participants' answers might reflect social desirability bias, given the content of the transcripts this is considered to be a small possibility. The study was qualitative and the results cannot be generalised; there is a need to conduct similar studies in other areas of KZN.
Recommendations
1. Service structure: -the design of service provision should be gender sensitive and make accommodations for males to be part of the serviced population. This may require additional monetary investment by health providers.
2. Primary resource capacitation: -the current resources are just adequate to support the women who attend MTCT services and if any expansion in groups to be served occurs, then there will be a pre-requisite need for a total review of resources to ensure that the inclusion of males does not further deprive expectant mothers from the scarce resources they currently have to share amongst themselves.
3. Cultural inclusivity: -there is a need for service development to take full account of issues that could enhance the involvement of males from cultural groups that 20 may have historically opted out of such initiatives. This could include partnering with key cultural leaders to elicit their support for male inclusive PMTCT services.
4. Service accessibility / Flexibility: -General access to services should be widened to cater for those couples who have competing priorities during the usual opening times and where possible, mobile services should be offered to support those with travel difficulties.
5. Gender based sensitivity: -Feedback from potential male service users highlighted a general impression that current service structure was not gender sensitive and any future development of services would require that services be reconfigured and adapted to be inclusive of male requirements. 
Conclusion
The results of this study highlight key barriers to the inclusion of males in PMTCT services and utilises these findings to propose specific recommendations to promote male inclusion. The engagement of service-users, their partners and professionals simultaneously offers unique insights into this important area of study. Importantly, the study demonstrates that it is possible for researchers to simultaneously consider the attributions for male exclusion from three data without compromising the academic value of the study and in a way that has practical value to service-users and service providers alike. By virtue of treading on untested ground with respect to the multi-approach data collection stance adopted, the study has much to learn and will benefit from testing and critique from future researchers.
